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EXECUTIVE SUMMARY 

Over the past few decades, research and program experience around family caregiving has 
shown that caregivers are very diverse in the manner in which they provide care and the 
consequences that they experience. The types and intensity of tasks that caregivers perform vary 
dramatically, depending upon the familial role of the caregiver.  Evidence suggests that familial 
roles also influence how care is provided.  The variability in caregiving behaviors indicates that the 
caregiving experience is significantly different for different types of caregivers.  This paper 
highlights the diversity of caregiver experiences and provides a conceptual framework for program 
planners and administrators to better understand the implications of this diversity for the design and 
implementation of caregiver support services.   

The “marker” framework discussed in this paper captures caregiving as a dynamic process 
and serves as a tool to gauge shifts in caregiving stages and receptivity to services and supports. The 
seven markers of this caregiving trajectory include: 1) performance of initial caregiving task; 2) 
self-definition as a caregiver; 3) provision of personal care; 4) seeking out or using assistive 
services; 5) consideration of institutionalization; 6) actual nursing home placement; and 7) 
termination of the caregiver role. The order and timing of markers 2 through 5 are considered 
defining characteristics of the caregiver experience and have direct relevance for implementing 
caregiver support programs.  An important consideration is that the order and timing of these 
markers varies depending on the individual and type of caregiver (e.g., spouse versus adult children 
caregivers). In addition to the type of caregiver, an individual’s culture may play a significant role 
in the spacing of these markers. 

Several implications for program design and delivery are presented. A key consideration for 
the Aging Network is the importance of creating multiple services that are flexible to meet the full 
range of needs of the community being served. In addition, states should be cognizant of limited 
resources and create services for the most prevalent types of caregivers in their community. Also, 
effective targeting and marketing of services should be used in order to reach caregivers at the 
“servable moment” point, not after it is too late. In offering respite, for example, only when 
caregivers reach the point at which they are providing extensive care and have identified themselves 
as caregivers will they reach the point of receptivity (the “servable moment”) to respite programs.  
Strategies to increase receptivity should be based on the understanding that different types of 
caregivers arrive at the “servable moment” for different reasons and that caregivers use services 
only when they perceive the benefits to outweigh the monetary, emotional, or physical costs of 
using the service. Lastly, programs should create institutional links between service providers in 
order to assist the caregiver in identifying services that best meet their needs at any point in the 
caregiving trajectory. This will enable a program to contend with the changing nature of the 
caregiving role.  In the future, providers will be far more effective in their support efforts if they 
acknowledge and target both the diversity and the consistencies that social contexts create.   
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INTRODUCTION 

After more than two decades of research on family caregivers there is a general 
understanding that family members are the primary providers of long-term care. There is also 
consensus that these caregivers are very diverse in the manner in which they provide care and the 
consequences that they experience. Some family members thrive, some simply survive, and others 
suffer severe consequences. The purpose of this paper is to present a conceptual framework that 
recognizes this diversity in the caregiving experience and that can serve as a tool to guide the design 
and targeting of support services for family members who provide care for elderly persons.   

DIVERSITY OF CAREGIVING 

Who are the Caregivers? 

The general consensus is that, most often, one family member serves as the primary source 
of care for an impaired elderly person, although others in the family and friend network may serve 
as “secondary caregivers.”  The selection of the primary caregiver is associated with the family 
relationships, gender, and living arrangements of the family members (Cantor, 1979; Merrill, 1997). 
When available, a spouse provides the majority of care. In the absence of a spouse, a daughter is 
most likely to assume the role.  In the absence of a daughter, a son will assume the role although 
there is considerable evidence that sons transfer many care tasks to their spouses. In the absence of 
offspring, other, more distant family members become responsible.  The person designated to be the 
primary caregiver also tends to be the person with the fewest competing family or work obligations 
(Brody, 1990; Stern, 1996).  The large majority (72 percent) of primary caregivers are women 
(Stone, Cafferata, & Sangl, 1987).  Among all types of caregivers (primary and secondary) spouses 
comprise 36 percent; 29 percent are daughters; 8 percent are sons; 20 percent are other females and 
7 percent are other male relatives. When the data are restricted to primary caregivers only, spouses 
account for almost half (48 percent) the caregivers, but women continue to comprise almost three 
quarters (74 percent) of caregivers. Very few sons or other male relatives serve as primary 
caregivers.  

Patterns in Task Performance 

The types and intensity of tasks that caregivers perform vary dramatically, depending upon 
the familial role of the caregiver.  Spouses report performing between 40 and 60 hours of caregiving 
tasks depending upon the study sample (Montgomery & Datwyler, 1990; Merrill, 1997). The 
majority of these hours are devoted to household chores, meal preparation and personal care, such 
as bathing, dressing and toileting. In contrast, adult children, on average, spend 15 to 30 hours per 
week performing care tasks. Children provide care for shorter periods of time and tend to 
concentrate their care activities on care management and assisting with transportation and shopping 
(Montgomery & Kosloski, 1994; Montgomery, Kosloski, & Datwyler, 1993).    

In part, these differences between spouses and children in caregiving reflect differences in 
living arrangement.  Virtually all spouses reside with their care recipient and consequently perform 
a wide range of care tasks as part of their everyday activities.  Among adult children caregivers, a 
separate residence is more common for the care recipient.  Yet, the living arrangement does not 
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fully account for all of the observed differences in care patterns because a large proportion of adult 
children who are caregivers do reside in the same household as the care recipient.  

Care Sharing 

Spouses and adult children also differ in the way they share care responsibilities 
(Montgomery et al., 1993; Tennstedt, McKinlay, & Sullivan, 1989). When the primary caregiver is 
a spouse, adult children are most likely to serve as a secondary caregiver.  When the primary 
caregiver is a child, secondary caregivers tend to be the spouse or sibling of the primary caregiver.  

Despite their greater workload, spouses are the least likely among caregivers to seek and use 
formal support services (Stoller, 1992).  This tendency is most pronounced for wives who tend to 
resist outside support to a greater degree than do husbands (Tennstedt et al., 1989). When the 
spouse is the primary caregiver, he or she performs 80 percent or more of the care tasks, which are 
usually concentrated on personal care and household chores (Stoller, 1992). 

 As secondary caregivers, children concentrate their efforts on tasks that are more consistent 
with their role as children, such as help with transportation, banking and paper work or sporadic 
household and yard maintenance activities.  These tasks complement the care tasks of the spouse. 
For every type of care task, except help with legal and banking issues, daughters tend to provide 
more assistance than do sons. Daughters also concentrate their efforts on more routine care and 
distribute their hours more evenly across the various types of tasks (Tennstedt et al., 1989; Coward 
& Dwyer, 1990).  Sons concentrate their efforts on tasks that are more circumscribed and sporadic, 
such as occasional shopping trips or annual yard and house maintenance activities (Matthews & 
Rosner, 1988).  Sons provide less assistance to mothers than to fathers and they provide almost no 
help for mothers with personal care.   

Adult children who are primary caregivers tend to share care tasks more equally with 
secondary caregivers than do spouses.  When children assume both the primary and secondary 
caregiving roles, secondary caregivers tend to do similar tasks as primary caregivers and distribute 
their caregiving time among the various tasks in a similar manner. Consequently, the assistance 
provided by secondary caregivers in this family constellation tends to supplement the care provided 
by the primary caregivers (Montgomery et al., 1993; Tennstedt et al., 1989).  Again, however, the 
sex of the caregivers involved tends to be associated with the patterns of care sharing. As primary 
caregivers, daughters provide a greater percentage of total care than do sons.  Primary and 
secondary caregivers tend to share the care load almost equally when the primary caregiver is a son 
(Merrill, 1996).  Like husbands, sons also tend to receive more assistance from formal service 
providers than do daughters (Merrill, 1997; Wright, 1983).  

There is also some evidence that familial roles influence how care is to be provided 
(Goodman, Zarit, & Steiner, 1997).  Corcoran and her colleagues (1992) report that men tend to use 
a managerial or linear approach to care wherein they identify physical tasks, and then perform these 
themselves, or delegate responsibility to other formal or informal providers.  This task focus 
minimizes concern for psychosocial factors related to the care recipient and allows husbands to 
successfully accomplish measurable goals. Wives place greater importance on the emotional well 
being of their spouse and work to support their husband to maintain prior roles, activities, and 
positive self-esteem. 
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THE MARKER FRAMEWORK AS A TOOL FOR DISCERNING   

The differences in caregiving behaviors mean that the caregiving experience is significantly 
different for different types of caregivers. To better understand the implications of this diversity for 
the design and implementation of support services, it is useful to employ a conceptual framework 
that identifies important points in the caregiving trajectory that mark significant shifts in the 
caregiving experience.  

The caregiving marker framework recognizes caregiving as a unique, dynamic process that 
nevertheless has uniform markers denoting shifts from one stage to another. The marker framework 
rests on two key premises. First, there is no single, generic caregiver role; rather caregiving is a 
role that emerges from prior role relationships. It is influenced by the unique values, beliefs, and 
circumstances of the role occupant. Consequently, as with other social roles, there are both 
consistencies in the process and unique adaptations.   Second, caregiving is a dynamic process that 
unfolds over time and has been likened to a career of variable length (Montgomery & Hatch, 1987; 
Pearlin, 1992). As such, each caregiving history has (1) a beginning, (2) some definable temporal 
extension or duration, and (3) an end or resolution (e.g., recovery, death, or nursing home 
placement).  

Caregiving as an Emergent Role 

To say that the caregiving role evolves out of another pre-existing familial role is to say that 
every caregiver has a prior relationship with the care recipient (i.e. husband, wife, daughter, or son). 
Consequently, each individual who assumes the caregiver role performs that role in a manner that is 
consistent with the expectations and obligations that accompany the initial relationship.  The 
obligations and the expectations that a caregiver has as a spouse, a daughter, or a son, influence how 
and to what extent he or she assists the care recipient.  These norms also influence the consequences 
that a caregiver experiences as a result of his or her caregiving behaviors. 

Clearly within our society, the marital relationship is fundamentally different from the 
parent-child relationship in its history, expectations, and level of commitment, patterns of costs and 
rewards, and duration.  Spousal caregiving emerges out of a reciprocal relationship where two 
persons have historically shared responsibility for each other’s welfare and have voluntarily made a 
personal and legal commitment to care for one another.  In contrast, the parent-child relationship 
has historically been asymmetrical in terms of responsibility.  The parent has a moral and legal 
obligation to care for the child.  Although, as the child becomes an adult, this relationship shifts 
from one of dependency for the child, parent-child relationships throughout the life cycle tend to 
remain asymmetrical, with care and assistance passing from parent to child until the parent becomes 
impaired (Pearlin, 1992).  In combination with gender and cultural norms regarding the division of 
household labor and kin care, these differences in the initial dyadic relationship are reflected in 
consistent variations that have been observed in caregiving behaviors.   

Caregiving as a Dynamic Process 

Although caregiving can be described in temporal units, the passage of time per se is 
unlikely to be an adequate descriptor of the caregiving situation. Tremendous variation exists in the 
trajectory of caregiving careers that a simple measure of time cannot reflect.  The type and level of 
impairment that the care recipient exhibits, the relative stability of functioning level, and the 
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physical and social environment of the caregiving context can influence this variation in caregiving 
trajectories.  As a result, knowing that a caregiving relationship has existed for twelve months does 
not provide a great deal of useful information about the specific needs of the caregiver, the 
caregiver’s level of distress, nor the prospects for continued caregiving in the future. The marker 
framework identifies points in the caregiving trajectory that are not necessarily directly correlated 
with the passage of time, but they do serve as markers that are linked to significant changes in the 
caregiving experience.  

Seven Markers in the Caregiving Trajectory 

The first marker in the caregiving trajectory is reached when a caregiver initially performs 
care tasks. The subsequent markers are: (2) self-definition as a caregiver, (3) provision of personal 
care, (4) seeking out or using assistive services, (5) consideration of institutionalization, (6) actual 
nursing home placement, and (7) termination of the caregiving role.  Not every caregiver will reach 
each successive marker nor experience the event or status captured by each marker.  The markers 
are presumed to be ordinal in their timing, but the order varies for different types of caregivers.  
Moreover the time between markers varies depending upon both structural and individual 
circumstances. The order of markers two through five and the differences in the time lag between 
these markers are viewed as important defining characteristics of the caregiver experience that have 
direct relevance for implementing caregiver support programs.   

Marker 1: Performing Caregiving Tasks 

The first marker of the caregiving career is the emergence of a dependency situation in 
which a family member or close acquaintance performs tasks designed to assist an older individual 
with routine activities previously performed without assistance.  Initially these tasks include 
banking and money matters, shopping and transportation. With time, care tasks tend to include 
assistance with household chores, meal preparation and home maintenance, and ultimately, 
assistance with activities of daily living.   

Marker 2: Self-Definition as a Caregiver 

Marker #2 is reached when individuals come to view themselves as caregivers and incor-
porate this activity into their social or personal identity. Performing certain care tasks does not mean 
that individuals will define themselves as caregivers. Self-definition emerges when there is a shift in 
the nature of the initial relationship between the caregiver and the care recipient. For example, self-
definition is likely to occur sooner in the caregiving process for adult children caregivers because 
assisting a parent represents a dramatic role shift.  This is especially true if the care recipient 
changes residence to live with the care receiver. 

In contrast, caregiving, at some level, is almost always part of the spousal role due to such 
factors as marital divisions of labor, power of status differentials, or individual differences in 
nurturance behavior. As a result, in the absence of a defining event (e.g., accident, heart attack, or 
stroke), the transition from spouse to caregiver may have an almost imperceptible onset and self-
definition delayed.  
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Marker 3: Performing Personal Care    

Marker #3 is reached when the caregiver begins providing personal care such as assistance 
with bathing, dressing, bladder and bowel evacuation, or other aspects of personal hygiene. For 
caregivers who are children, this marker often represents an important decision point regarding 
whether to continue in the caregiving role. Often personal care tasks involve physical contact 
between the caregiver and the care recipient, which is generally a taboo for parents and adult-
children in our culture. Consequently, as the need for personal care increases for elders cared for by 
their children, the likelihood of terminating informal caregiving (e.g., institutionalization) increases 
substantially, especially for sons.   

Whereas the need for personal care marks the end of informal caregiving for many children, 
it often signals an unambiguous start of caregiving for spouses.   This delayed recognition of the 
caregiving role is especially likely when the care recipient has Alzheimer's disease and the 
provision of care to this point has involved tasks that could be viewed as spousal responsibilities.  
As a result, spouses are likely to reach markers #2 and #3 at approximately the same point in time 
and the order of the markers may be less consistent than for children. For spouses, the need for 
assistance with personal care is a graphic reminder that their relationship with the care recipient has 
changed in a significant way.   

Marker 4: Seeking Assistance and Formal Service Use   

Marker #4 is reached when the caregiver actively seeks out formal support services designed 
to assist informal caregivers. Such services include education programs, in-home respite, adult day 
care, counseling and support groups, chore or homemaker services, and home health care.  A 
consistent observation of formal service providers and researchers has been that caregivers, 
especially spouses, seek formal assistance relatively late in the caregiving career (Montgomery, 
1991).  Clearly, the decision to seek services is dependent upon factors other than the disability 
level of the care recipient.  Whether or not a caregiver will choose to use an assistive service is 
dependent on at least three judgments: (1) that one’s condition or situation is deficient in some way; 
(2) that a particular service will enhance or offset that deficiency; and (3) that the benefits of using a 
particular service outweigh the costs (both psychological and monetary) (Kosloski & Montgomery, 
1994). Services for which the costs outweigh the benefits to users are unlikely to be perceived as 
useful. For example, if the wife of an impaired older person adheres to the belief that she is 
responsible for her husband’s care, she may well experience serious guilt or embarrassment if she 
seeks the help of an outsider. On the other hand, as the wife’s health deteriorates or as the burden of 
care increases, due to the increasing demands of caregiving or perceived loss of a significant 
relationship, the benefits associated with outside assistance will increase. 

To effectively target and serve caregivers, it is essential to understand the factors that 
prompt different types of caregivers to reach marker #4, the point at which they are receptive to 
support services.  The frequent observation that many support services go unused likely reflects the 
fact that the services have been targeted to caregivers who have not yet reached marker #4, which 
can be considered the “servable” moment.   
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Marker 5: Consideration of Nursing Home Placement 

The fifth marker is reached when the caregiver seriously considers placing the elder into a 
nursing home as an alternative to informal caregiving. The placement of this marker is not intended 
to suggest that caregivers never entertain thoughts of institutionalization until some point late in the 
caregiving career.  Indeed, caregivers are first likely to consider institutionalization concurrently 
with self-identification as a caregiver. That is, self-identification results when the caregiver, having 
explicitly considered alternatives to caregiving (e.g., nursing home placement), rejects them in favor 
of the caregiving role.  As changes in the caregiving situation occur, however, the caregiver may 
reconsider the earlier decision based on current circumstances. It is this reconsideration of 
placement in the context of terminating the caregiving role that characterizes marker #5. 

Clearly, it is possible for caregivers to arrive at marker #5 without reaching marker #3 
(performance of personal care) or marker #4 (use of services).  This truncated trajectory, however, 
is most common for adult-children.  In contrast, many caregivers, especially spouses caring for 
persons with Alzheimer’s disease, arrive at marker #5 simultaneously or very shortly after arriving 
at marker #4.  These caregivers likely account for the “too little, too late” phenomenon that has been 
observed in respite demonstrations (Montgomery & Borgatta, 1989; Gwyther, 1989). When 
caregivers fail to seek services prior to seriously considering nursing home placement, there is little 
opportunity for services to play a preventive role.  

Marker 6: Institutionalization 

 The sixth marker is reached when nursing home placement occurs. As many dependent 
elders die without ever residing in a nursing home, not all caregivers reach this marker. Contrary to 
the preventive philosophy underlying support services for caregivers, past research has frequently 
reported a positive relationship between uses of support services (Hanley et al., 1990; Pruchno, 
Michaels, & Potashnik, 1990).  This link between use of support services and nursing home 
placement may well be due to the fact that many caregivers, especially spouses do not reach marker 
#4, the point of willingness to seek services until very late in their caregiving trajectory.  

Marker 7: Termination of the Caregiving Role  

Marker #7, termination of the caregiving role, acknowledges that caregiving, like other 
social roles, can have an explicit end. There are three possible exit routes from the caregiving role: 
(1) death of the elder (or caregiver), (2) recovery of the elder, or (3) termination of the caregiving 
role (i.e., caregiver quits). The significance of this marker is that it acknowledges that care by infor-
mal caregivers continues to be provided after the elder has been institutionalized. 

DIVERSITY OF CAREGIVING IN THE CONTEXT OF THE MARKER FRAMEWORK 

Differences in the Caregiving Trajectories of Spouses and Children 

The marker framework helps us to see that the greater propensity for spouses to provide 
more, and more intense, care than do adult-children is not solely a consequence of different levels 
of felt obligation.  The careers of adult children and spouses are likely to differ both in terms of the 
factors that define the onset of the role and the factors that prompt family members to abdicate the 
role. Many of the tasks that children perform as caregivers (e.g. assistance with transportation, 
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banking and household chores), spouses perform as part of their marital role. Therefore, spouses 
tend not to recognize their caregiving role as unique from their spousal role—until they begin 
providing personal care. For many spouses, then, caregiving can have an almost imperceptible onset 
especially if the presenting problem is memory loss.    

In contrast, for adult children the types of tasks that caregivers initially assume early along 
their trajectory, such as assistance with banking or shopping, represent a major role change for chil-
dren.  Therefore, children tend to identify themselves as caregivers at an earlier point in the 
caregiving process than do spouses.   This earlier recognition of the caregiving role has three 
consequences.  First, children more readily associate any strains that they experience in their lives 
as a result of added care tasks with the caregiving role. This attribution of strain to the caregiving 
role, prompts adult children to seek information and assistance earlier in the caregiving process. 
Finally, children tend to leave the caregiving role at earlier stages in the disease and dependency 
process (Montgomery & Kosloski, 1994).  For children, the structural conditions that keep the 
person in the caregiving role are decidedly weaker. Since there are no legal obligations and limited 
familial expectations for adult children to provide care, those children for whom caregiving would 
be an extremely difficult proposition are unlikely to assume the caregiving role in the first place.  
And when caregiving interferes with other familial and work obligations, there are generally fewer 
normative and psychological sanctions (e.g. guilt) for abdicating the role (Merrill, 1997; 
Montgomery 1999).  

Failing to recognize early care tasks as unique from the marital role, spouses are not likely to 
experience the caregiving role as burdensome or stressful until their afflicted mate is very 
dependent.  Even then, their greater commitment appears to make them persist and endure in the 
caregiving role even if it involves extensive personal care (Doty, 1986). This greater endurance is 
demonstrated by the research findings that indicate that the level of functioning of the impaired 
elder and the level of objective burden of the spouse were not related to nursing home placement 
(Montgomery & Kosloski 1994).  However, those spouses who reported a greater sense of 
obligation were less likely to place an elder.  

In summary, the caregiving experience of adult-children tends to differ from that of spouses 
in several important ways.  First, children have greater volition in their choice of the caregiving role 
and their choice of leaving the role than do spouses who express and demonstrate a greater 
obligation to this role (Montgomery, 1999).  Second, the caregiving role of children tends to be 
more circumscribed and occurs in the earliest phases of the elder’s impairment.  Spouses do not 
define themselves as caregivers until the elder has reached a level of impairment at which most 
children abdicate the caregiving role (Montgomery & Borgatta, 1989).  Consequently, spouses 
provide more care of all types and are far more likely to be providing personal care and extensive 
household care. Third, when spouses assume the caregiving role they tend to shoulder the majority 
of the care burden while children, especially sons, tend to share the workload more equally with 
their siblings or spouses. Finally, spouses who must contend with a significant change in the 
relationship that is most central to their lives find the role more emotionally stressful, while children 
report that the role impacts on their time, energy and other familial relationships (Stoller, 1992; 
Montgomery et al., 1993).    

NFCSP: Selected Issue Briefs 10 



Change, Continuity and Diversity Among Caregivers 

The Impact of Culture 

The marker framework also provides a useful tool for identifying and interpreting cultural 
differences in the caregiving experience (Lawton, Rajagopal, Brody, & Kleban, 1992; Merrill & 
Dill, 1990).  Certainly there is cultural variation in the norms that are attached to familial roles.  The 
“daughter” role in Latino families can be very different than the “daughter” role in Asian or 
Caucasian families.  Moreover, in many minority cultures the “daughter” or “son” role may differ 
depending upon the birth order of the individual.  Along with cultural differences in family 
structures, cultural differences in role norms, likely translate to variations in caregiving trajectories.  
Because minority women have a greater probability of being single, the prevalence of daughters as 
the primary caregiver is considerably greater among Black and Hispanic populations than among 
Caucasian populations.  The limited number of studies of these cultural groups suggests that adult 
children account for almost 75 percent of the caregivers versus the 40 to 60 percent that have been 
found in studies of white populations (Chatters, Taylor, & Neighbors, 1989; Hinrichsen & Ramirez, 
1992; Wallace, Snyder, Walker, & Ingman, 1992).  Consequently, the daughters who care for 
minority elders tend to provide more household and personal care than do Caucasian daughters and 
they tend to express a need for and use more in-home services and adult day care when it is 
available (Hinrichsen & Ramirez, 1992; Wallace et al., 1992).  At the same time, minority families 
tend to include a larger number of persons in the caregiving constellation (Chatters et al., 1989; 
Hinrichsen & Ramirez, 1992). 

IMPLICATIONS FOR SERVICE USE 

Create Multiple Services to Meet Full Range of Needs 

The marker framework has several implications for the design and delivery of caregiver 
support services.  First, and most important, it highlights the need for multiple support services to be 
available in multiple forms.  Because caregivers arrive at their new role with very diverse histories, 
they also arrive with very different support needs.  Consequently, some caregivers will simply need 
information; other caregivers will need emotional support and still others will need assistance with 
direct care tasks.  

Create Services for the Most Prevalent Types of Caregivers  

In an ideal service system a unique package of services could be provided to meet the 
specific needs of every caregiving family.  In the real world, support programs must operate within 
the limits of available resources. Therefore, it is important to create support services that are 
targeted to the groups of caregivers who are most prevalent and for whom the services will have the 
most effect. Within the context of the marker framework then it is important to assess the relative 
prevalence of caregivers who are spouses versus adult children in a catchments area because they 
are likely to have needs for different types of educational programs, support groups and respite.  

For example, to be maximally useful an educational program must be designed to deliver the 
information that best matches a caregiver’s current needs. Since children reach marker #2 (self-
identification as a caregiver) earlier in the caregiving process, they are likely to reach marker #4 
(seeking help) prior to reaching marker #3 (the provision of personal care).  Hence, their need for 
information is going to be quite different than that of spouse who seeks services much later in 
process. Children are more likely to seek information about the disease process, the availability of 
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community services, and legal and financial information.  Spouses need help with coping skills and 
information about behavior management and about in-home support services.  Educational needs 
are also going to be different for different cultural groups. 

Educational programs are often linked with support groups for caregivers.  In the past, 
caregivers have been shown to benefit from support groups through decreased stress and subjective 
burden, and increased active coping strategies and knowledge of community resources (Toseland, 
Labrecque, Goebel, & Whitney, 1992).  Again, however, there is some evidence that spouses 
benefit from support groups in different ways than do adult children. In particular, support groups 
can help spouses cope with changes in their marital relationship, encourage them to seek outside 
help and to set aside time for themselves. Children benefit from support groups by extending their 
support network and gaining better knowledge of community services.  There is also some evidence 
that support groups are more difficult for spouses to attend due to lack of transportation, lack of 
respite and greater dependence of the care receivers (Haley, 1989; Gonyea, 1989).  Support groups 
have also been predominately attended by white and middle class caregivers (Haley, 1989).   

There is also growing evidence that different forms of respite are more or less consistent 
with the needs of different types of caregivers.  For example, a daughter who is employed outside of 
the home has need for an adult day care center that operates five days a week during working hours.  
In contrast, spouses who tend to care for more impaired elders often prefer in-home services that 
allow them short breaks away from home.  

Effective Targeting and Marketing of Services 

The marker framework illustrates that a caregiver's willingness to use support services is 
associated with the point in the caregiver trajectory at which the caregiver is located. For example, 
despite considerable consensus about the value of respite services for alleviating caregiver stress 
and burden, a consistent lament of providers has been that these go unused, especially by spouses, 
who have been shown to seek formal assistance relatively late in the caregiving careers. This failure 
to use respite programs becomes understandable within the marker framework. Individuals who 
have not yet reached marker #2 do not yet define themselves as caregivers, and therefore, are not 
receptive to information directed toward "caregivers.”   

Similarly, in early phases of caregiving, respite is not really appropriate because caregivers 
generally are not performing intense care tasks and, in the case of children, are often not living with 
the care receiver.  At the same time, spouses may not identify themselves as caregivers until the 
very late stages of their mate’s dependency. Consequently spouses are likely to perceive 
information about respite programs directed toward “caregivers” as being largely irrelevant to them. 
Only when caregivers reach the point at which they are providing extensive care and have identified 
themselves as caregivers will they reach the point of full receptivity to respite programs. It is at this 
“servable moment” point, that respite programs can be expected to have their greatest impact 
(Kosloski & Montgomery, 1995). 

On the other hand, if services are not made available at the “servable moment,” caregivers 
may prematurely consider nursing home placement (e.g., marker #5) and move beyond the point at 
which they would be open to the use of support services.  Often, when a spouse seeks assistance 
through formal providers he or she may already be considering relinquishing the caregiving role, 
due to the elder’s consistent decline and increasing caregiver burden. This is the point at which 
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respite programs become “too little too late” and fail to serve a preventive function (Montgomery & 
Kosloski, 1994). 

Simply put, caregivers will not use services for which they perceive no need or for which the 
monetary, emotional or physical costs of using the service outweigh the perceived benefits. 
Therefore, to effectively target support services, it is important to design them to meet the needs of 
different types of caregivers and to market them to the appropriate group at the point that they are 
receptive to using the service.  With a better understanding of the factors that make caregivers 
receptive to service, it may also be possible to help caregivers reach the point of receptivity to 
services (marker #4) earlier in the caregiving experience.  Strategies to increase receptivity, 
however, must be implemented with an understanding that different types of caregivers arrive at the 
“servable moment” for different reasons.  

Creating Links between Services 

Finally, the marker framework emphasizes the importance of institutional links between 
support services that can be used to help caregivers find and use services that best meet their needs 
at any given point in time.  It is unlikely that any one program will consistently meet a caregiver’s 
needs.  Therefore it is important for programs to create institutional mechanisms for linking 
caregivers with new services when their needs change.   

CONCLUSION 

Clearly the social context of caregiving dyads has significant impact on the caregiving 
experience and its consequences. The marker framework reminds us that attention must be given to 
ensuring the appropriate content of the support service or interventions, the appropriate “dosage” of 
the intervention, and flexibility of support programs to contend with the changing nature of the 
caregiving role.   In the future, providers will be far more effective in their support efforts if they 
acknowledge and target both the diversity and the consistencies that social contexts create. Factors 
that must be considered for targeting include the family relationship and cultural background of the 
caregiver, and the marker at which a caregiver is located in the career process. 
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